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Attachment 4.19-D
Part |

The commissioner of health shall adjust medical assistance rates of payment for services
provided on or after April 1, 2002, established pursuant to this section for non-puBlic residential
health care facilities for purposes of recruitment and retention of health care workers in the
following aggregate amounts for the following periods:

For non-public residential health care facilities, up to fifty-three million five hundred thousand
dollars on an annualized basis for the period April 1, 2002 through December 31, 2002; up to
eighty-three million three hundred thousand dollars on an annualized basis for the period January
1, 2003 through December 31, 2003; and up to one hundred fifteen million eight hundred
thousand dollars on an annualized basis for the period January 1, 2004 through December 31,
2004.

For non-public residential health care facilities, such increases shall be allocated proportionally
based on each non-public residential health care facility’s reported total gross salary and fringe
benefit costs on exhibit H of the 1999 RHCF-4 cost report or exhibit 11 of the 1999 institutional
cost report as submitted on or before November 1, 2001, where applicable, to the total of such
reported costs for all non-public residential health care facilities.

Non-public residential health care facilities in operation as of April 1, 2002 which have not
submitted 1999 RHCF-4 cost reports or 1999 institutional cost reports but which have submitted
such reports for cost years subsequent to 1999 shall have such increases allocated based on total
gross salary and fringe benefit costs on exhibit H of the earliest subsequently submitted RHCF-4

cost report or exhibit 11 of the earliest subsequently submitted institutional cost report, as
trended downwu.d to 1999 using authorized trend factors. These trend factors shall be

developed in accordance with Page 51(a) of this Attachment and will be consistent with those
used in the calculation of the facility’s reimbursement rates.

Non-public residential health care facilities in operation as of April 1, 2002 which have not
submitted 1999 or subsequent RHCF-4 cost reports or institutional cost reports shall have such
increases allocated based on imputed total gross salary and fringe benefit costs reflecting the
average of such 1999 actual reported costs in the region in which each facility is located.
Facilities receiving allocations pursuant to this paragraph which subsequently submit RHCF-4
cost reports or institutional cost reports shall, for the purpose of setting medical assistance rates
of payment, have such allocations adjusted to reflect costs which were incurred in connection
with such allocations and which are contained in such cost reports.
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These amounts shall be included as a reimbursable cost add-on to medical assistance fee-for-
service rates of payment established pursuant to this section, based on Medicaid utilization data
in each facility’s annual cost report submitted two years prior to the rate year or projected
Medicaid utilization data for those facilities that have not submitted an annual cost report for the
period two years prior to the rate year. Such amounts shall not be reconciled to reflect changes

in medical assistance utilization between the year two years prior to the rate year and the rate
year.
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